CONTEXT The concept of entrustment has garnered significant attention in medical specialties, despite variability in supervision styles and entrustment decisions. There is a need to further study the enactment of supervision on inpatient wards to inform competency-based assessment design.
METHODS Attending physicians, while supervising on clinical teaching inpatient wards, were invited to describe a recent moment of enacting supervision with an internal medicine resident. Constructivist grounded theory guided data collection and analysis. Interview transcripts were analysed in iterative cycles to inform data collection. Constant comparison was used to build a theory of supervision from the identified themes.
RESULTS
In 2016-2017, 23 supervisors from two Canadian universities with supervision reputations ranging from very involved to less involved participated in one or two interviews (total: 28). Supervisors were not easily dichotomised into styles based on behaviour because all used similar oversight strategies. Supervisors described adjusting between 'handson' (e.g. detail oriented) and 'hands-off' (e.g. less visible on ward) styles depending on the context. All also contended with the competing roles of clinical teacher and care provider. Supervisors made a distinction between the terms 'entrust' and 'trust', and did not grant complete entrustment to senior residents.
CONCLUSIONS We propose that a supervisor's perceived responsibility for the ward underlies adjustments between 'hands-on' (i.e. personal ward responsibility) and 'handsoff' (i.e. shared ward responsibility) styles. Our approaches to clinical supervision model combines this responsibility tension with the tension between patient care and teaching to illustrate four supervisory approaches, each with unique priorities influencing entrustment. Given the fluidity in supervision, documenting changes in oversight strategies, rather than absolute levels of entrustment, may be more informative for assessment purposes. Research is needed to determine if there is sufficient association between the supervision provided, the entrustment decision made and the supervisor's trust in a trainee to use these as proxies in assessing a trainee's competence. INTRODUCTION The concept of entrustment has garnered significant attention within medical education, particularly as North America implements competency-based education models on a large scale. 1 The use of entrustability scales (global rating scales aligned to the levels of supervision required for a particular clinical task to be performed safely and effectively) is spreading from surgical to medical specialties. [2] [3] [4] The scales are commonly used for workplace-based assessments, notably entrustable professional activities, 5 and for documenting surgeons' supervisory behaviours while observing trainees. 6, 7 By contrast with the direct observation of procedural skills in the operating room, the inpatient clinical teaching ward environments typical of medical specialties offer less direct observation and more of a focus on monitoring clinical decision making. [8] [9] [10] [11] Although there is emerging validity evidence to support the use of entrustability scales in the medical specialties, 2, 12, 13 there is a need to further study the enactment of supervision in an environment with less direct observation in order to reveal how trainees are entrusted with clinical activities 11 that will in turn inform competency-based assessment design.
Recent research on clinical supervision on inpatient wards has revealed a number of factors contributing to the variability in entrustment decisions, including: the supervisor (e.g. clinical competence and assessment expertise); the trainee (e.g. clinical competence and insight); the relationship between the supervisor and trainee; the context (e.g. affordances in the workplace), and the task (including patient complexity). 10, [14] [15] [16] [17] [18] In Hauer et al.'s model of trust formation, 14, 15 supervision is understood as a complex social activity in which the clinical competence of trainees is only one of many components that influence entrustment decisions.
In addition to studying the influences on entrustment decisions, research has also focused on identifying and better understanding the behaviours physicians use while supervising and entrusting trainees with clinical tasks on inpatient medical wards. 10, 11, 18, 19 Supervisors provide routine oversight activities and directly observe trainees interacting with patients, but they also monitor patients' and trainees' activities from behind the scenes. 10, 11 Through a practice known as 'backstage oversight', supervisors can remain updated by examining patients without trainees present and by monitoring electronic health records while physically absent from the ward. 10 They can use the information to provide responsive oversight when a potentially problematic situation is discovered. 10 Therefore, it has been long understood that supervision on medical wards does not rely primarily on direct observation of trainees interacting with patients and yet that activity has been the focus of most workplace-based assessments. 8, 20, 21 Variations in supervision have been further defined by the identification of supervision styles and supervisor characteristics. The styles tend to be differentiated based on the prioritisation of either patient care or teaching. 16, 22 Experience as a supervisor can be used to classify supervisors into different styles. 18 Early-career supervisors and supervision styles with a focus on patient care are associated with less trust in trainees and less entrustment of tasks. For example, the 'direct care' style 22 and the 'loner' or 'director' style 16 describe closely monitored supervision with limited autonomy for trainees. By contrast, the styles focusing on teaching seem to be associated with greater entrustment of tasks (e.g. the 'empowerment' style 22 and the 'teacher' style 16 ). Supervision styles granting the most autonomy and entrustment have been associated with a lack of supervision activities (e.g. the 'minimalist' style 22 or fourth exemplar 18 ). Hence, it is known that supervisors differently enact supervision and entrustment and further understanding is needed if either were to be used as a proxy for tracking a trainee's competence for assessment purposes.
What previous research does point towards is an interplay and overlap between whether the supervisor trusts the learner and entrusts that person with tasks (i.e. the entrustment decision), how closely the supervisor is monitoring the trainee (i.e. the oversight behaviours) and the supervisor's style of supervision (focused on patient care or teaching). A methodological limitation in prior research has been the use of retrospective explanations 14, 18 or simulated scenarios with think-alouds 22 to explore entrustment. If the decision-making processes underlying clinical supervision, entrustment, trust and risk include both conscious and unconscious cognitive processes, 14, 15, 23, 24 then some important aspects of enacting entrustment will not be accessible through introspection. Thus, we designed the current study to get closer to supervisors' 'in-themoment' enactments of supervision by having supervisors describe actual supervisory experiences, soon after enacting them. By interviewing supervisors while they were on clinical service, we were able to use their unfiltered language to better understand entrustment decisions in ways that may not be apparent to the supervisors themselves. Our work could inform the successful development of competency-based assessment tools for internal medicine by further explaining variability in supervision and entrustment on inpatient wards.
METHODS
We used a constructivist grounded theory (CGT) 25, 26 approach with the intent to build a theory of clinical supervision on inpatient internal medicine clinical teaching wards. We studied supervisors' descriptions of enactments of supervision in order to better understand how entrustment occurs in this context. We focused on theory building as a means to integrate and extend previous entrustment research that has categorised physicians into relatively stable types of supervisors 16, 18, 22 amidst a recognition of the complexity of supervision and multiple influencers on entrustment decisions. 14, 15 Our goal was to provide a conceptualisation of the variability in supervision that offered practical utility without minimising its complexity. The study was approved through the British Columbia harmonised ethics review process and the University of Alberta research ethics review board.
Participants
Theoretical sampling was used to inform theory building. 25, 26 The clinician educator coauthors (RH, VD, S-RO and LF) invited attending physician colleagues (i.e. the most responsible physiciansupervisors) on internal medicine clinical teaching wards to participate. To achieve a rich sample, participants were invited based on their reputations to represent a diversity of supervisory styles from more to less involved. As themes were identified, confirming and disconfirming experiences were sought to better describe the evolving concepts. This necessitated the recruitment of supervisors with differing levels of experience within different supervision settings.
Settings
The clinical teaching wards had different ratios of supervisors to trainees and senior to junior residents, and included four large tertiary hospitalbased units (two in Vancouver and two in Edmonton) and two smaller regional campus units (in British Columbia) with typical teams of an attending physician, a senior resident and a variable number of junior residents. Two community-based practices providing one-to-one supervision of a single senior resident by an attending physician were also included as counter-examples to wardbased team supervision.
Data collection: interviewing
We used iterative cycles of data collection and analysis. [25] [26] [27] Supervisors were interviewed while serving as attending physicians in clinical teaching roles. After providing informed consent, participants were asked to recount an experience, from that day or within the last few days, during which they had been aware they were making a supervisory decision with an internal medicine resident. Participants were reminded that they make multiple supervisory decisions and should pick any one that stood out as memorable, such as a time when they needed to adjust their level of supervision.
The semi-structured interview guide (Appendix S1) was developed through discussion among the research team and continually modified to help participants focus on the details of a specific moment of supervision rather than generalise to an imagined idealised supervisory approach. We drew on questioning techniques and phrasing from cognitive task analysis 28 to prompt participants to describe what they had been considering and to probe for their insights into the supervisory experience. The interviews began with a focus on supervision to allow participants to use natural language associated with entrustment and trust. Follow-up questions contained terms related to entrustment and trust, as needed, to maximise rich descriptions.
The first 10 interviews were conducted in person by clinician-educators (RH and VD) and the subsequent 18 interviews were conducted by a trained research assistant (Valerie Darkke [VaD] ) by telephone, Skype or in person. All interviews were audiorecorded, transcribed verbatim and deidentified prior to analysis. We used NVIVO 11 (QSR International Pty Ltd, Doncaster, Vic, Australia) qualitative data analysis software to organise transcripts and facilitate coding during analysis of the data.
Analysis: theory building
Constructivist grounded theory recognises that meaning is constructed through the interaction of both researchers' and participants' perspectives and experiences during the research process. [25] [26] [27] Therefore, the research team was strategically composed of individuals with differing experiences of and perspectives on supervision and entrustment. It consisted of four clinician educators each from a different hospital site (VD, RH, LF and S-RO), one PhD-trained health professions education researcher who studies variability using a social cognition lens (AG), one clinician-educator-researcher with expertise in CGT and clinical oversight (TK) and an experienced research assistant (VaD). We used an inductive analytic process for the line-by-line and focused coding phases, such that the themes were identified from the data. A deductive analytic process was then applied to further develop the evolving theory by having the researchers purposefully study the data through the lenses of their prior experiences and in reference to published results. An audit trail of the developing themes and theory was maintained.
Line-by-line coding 25, 26 was conducted individually on the first four transcripts (by AG, RH, VaD and VD). Following a discussion, the next four transcripts were coded (by AG and VaD) and a cognitive information processing flowchart 29 of supervisory decisions was created (trigger-reactionaction-future plan-reflection). The flowchart was tested by (RH and VD) on two transcripts, discussed, refined and then applied (by AG and VaD) to incoming transcripts. The four investigators regularly discussed early themes. The themes informed focused codes 25, 26 that were applied by AG and VaD to transcripts as they arrived; the coding structure was periodically challenged by VD and RH and refined through group discussion, and previously coded transcripts were recoded.
Theoretical coding and theory building 25, 26 were led by AG, repeatedly challenged by the other six investigators, who were asked to test the evolving theory with a subset of transcripts, and repeatedly revised with reference to the transcript data. As such, we engaged in constant comparative analysis throughout the coding and theory-building processes. [25] [26] [27] Data collection was continued until sufficient saturation of the themes was reached. In the results below, we provide representative quotes to more fully illustrate the meanings of the various findings and to show transparency in our theory development.
RESULTS
From the summer of 2016 to the spring of 2017, we interviewed 23 clinical supervisors of internal medicine residents as they supervised learners on a teaching service. Each supervisor shared one or two recent experiences of providing supervision in one or two interviews. Five supervisors provided another interview while on service a second time, for a total of 28 interviews. The second interview was an opportunity to describe an experience of supervision that was distinctly different from the one described in the first interview (e.g. involving a stellar resident instead of a struggling resident or observing a procedure instead of supervising resident teaching). Sixteen supervisors with a reputation for using an involved supervision style participated. Most were female (three male). The sample represented all career stages (four early, 10 middle and two late career) and all clinical teaching sites. All seven supervisors known to use a less involved supervision style participated. All were male, most were in their late career (one middle career), and all clinical teaching sites were represented. Large and small clinical teaching inpatient wards were represented in both styles. The two one-to-one community-based supervisors who were included as counter-examples were indistinguishable from teaching unit supervisors in their recounted experiences.
In the following, tensions in supervision are described by the identified themes of hands-on versus hands-off supervision, along with patient care versus clinical teaching supervision. Enacting supervision is described by the identified themes of entrustment, trust and feeling comfortable, along with the supervisors' roles and behaviours.
Tensions in supervision
Hands-on versus hands-off supervision Irrespective of their reputation for being more or less involved with supervision, the majority of supervisors used the terms 'hands-on' and 'handsoff' to describe experiences of providing supervision and entrusting trainees. The terms were spontaneously used to describe their typical supervision style and to communicate an adjustment to their level of supervision: 'I would say I did choose purposely to be more hands-off because I knew him [the resident] and I knew what he could do but I was also just gone sometimes for meetings.' (S7)
The descriptions of modifying supervisory styles to suit the specific context was more dynamic than the dichotomous labels would suggest. For example, a typically hands-off supervisor described changing to a less preferred hands-on approach when trainees first transition to the next stage of the residency programme in July of each year:
'Obviously the experience level differs and so I tend to be more hands-on in July. And if it looks like they know what they're doing I'll be hands-off very quickly'. (S23)
Moreover, there were examples in which a supervisor shared two different experiences, one of a more hands-on style and the other of a more hands-off style.
Hands-on style A hands-on style meant being detail-oriented while tracking the activities of trainees and patients and expecting frequent updates from trainees: 'I don't want to be too hands-on and micromanage, so I kind of do a sort of 'pretend to be hands-off' but in the background I am pretty hands-on. You just have to figure out a way to do that'. (S1)
In their descriptions of supervision, they positioned themselves in the centre of the action, instrumental in the good functioning of the ward, and personally responsible for patient outcomes. Being ultimately responsible for patient safety included expressing fear of increased errors and substandard care if they were not diligently monitoring trainees. The discovery of near misses and errors served as a reminder that increased vigilance must be continued to protect the patient: Hands-off style Self-declared hands-off supervisors described themselves as interacting with the ward-based system from the periphery rather than at its centre and were less visible on the ward. The ward was described as its own safety net because supervisors could rely on others to use processes within the system to actively monitor and intervene in clinical care, as needed, as expressed by this supervisor:
I think at the end of the day it's very hard to kill someone or harm someone. There's so many layers of safety nets and so many different people that you [the trainees] can ask for help [. . .] I think getting as much independent exposure and light-touch supervision as possible is the only way they can get enough volume and learn [. . .] I can look up results and things electronically but if I'm there then the residents will ask me too much stuff. (S17)
Supervisors who prefer using a hands-off style appear to give trainees more autonomy and state that important learning happens in the workplace without a supervisor. Although hands-off supervisors described being physically absent from the ward more often than hands-on supervisors, both handson and hands-off supervisors described regularly engaging in routine, responsive and backstage oversight activities along with direct patient care. As such, unquestionably hands-off supervisory experiences were rarely identified, with all reputedly hands-off supervisors, except one, describing extensive oversight behaviours. For example, a hands-off supervisor described using quite involved clinical oversight behaviours to monitor a junior attending physician, in addition to allowing her to provide patient care unobserved:
I sat in observing all the group round discussions [. . .] I might be up on the wards looking at some patients and supervising some students and at the same time I'm taking notes of her activities
to see some patients and I've been doing some other things but I haven't actually been observing her or doing anything with her since 9 o'clock this morning. (S10)
Patient care versus clinical teaching supervision
In the described experiences of providing clinical supervision to residents, there was often a primary focus on providing care to patients or teaching to trainees. Some supervisors stated that they had chosen to routinely focus on either patient care or clinical teaching as their main priority, whereas others described an ongoing struggle to balance the two priorities, as expressed by this hands-on supervisor:
I see myself, I guess, as kind of a bit of a safety mechanism, for sure. Because I think at the end of the day as the attending physician we have the legal responsibility to making sure that patient care is safe. And so as part of supervision I sort of have to draw that line between what I'm going to allow a resident or student to do versus what I think I should be doing. I also see my role as a supervisor-though probably even more so as a teacher-and so my job as a supervisor is to make sure that students and residents are not overwhelmed to the point that they can't function and they can't learn but also to give them independence and enough autonomy to make decisions by themselves. (S11)
Patient care
There were two main ways that patient care was described as the focus within experiences of supervision. When supervisors were using a handson style and were focused primarily on overseeing patient care, they were positioned as the intermediary between the patient and the trainee in their descriptions of entrustment. They described supervision as trying to deliver care through the trainee while maintaining patient safety:
[. . .] it makes me actually feel personally guilty just because there's some things that I know if I would have done it myself I would have probably exercised the due diligence to ensure that that happened in kind of a correct way. It makes me realise that offering that kind of comprehensive management where everything is always correct all the time to all the patients is difficult to achieve when you're working with trainees. (S9) By contrast, there could be a focus on providing direct patient care to ensure quality and efficiency on a busy ward. An example is a hands-off technique that creates time for the supervisor to perform duties away from the ward. It includes coming in before the team to triage patients, and assigning less acute patients to the trainees to see independently and unobserved, while providing direct care to the patients with more urgent needs alone:
. . . my approach has always been to split offespecially if it's a junior attending involved because the junior attending can take the team and round. [. 
Clinical teaching
Clinical teaching was another primary focus in descriptions of supervision. Teaching opportunities were commonly initiated by interesting patient cases or after a discrepancy had been found. In some descriptions, supervisors positioned themselves as an intermediary between the trainee and the system to help prevent trainees being overwhelmed and to help them learn from mistakes they would not have recognised in time. There was still a goal to act as a safety net for the patient, by monitoring the trainee's actions, but the primary focus was on actively guiding a trainee through a learning experience, as described by this supervisor: In other descriptions, the supervisor monitored for patient information that could be used to initiate a teaching moment with the team:
We had a patient who came in and problem number 2 on their problem list was severe hypokalaemia. So part of the bedside teaching was around the differential diagnosis and approach to hypokalaemia. (S17)
Hands-off supervisors rarely described a struggle between providing teaching and ensuring patient care. They either alternated between the two or used teaching as a way to increase the quality of clinical care patients received now and in the future. This was coupled with statements that the ward provided trainees with learning opportunities within a supported environment by having them deliver patient care within its system.
Enacting supervision
Entrustment, trust and feeling comfortable Supervisors often described deciding what clinical tasks were appropriate to entrust to a given resident as distinct from inferences of trust regarding the resident. A supervisor might say they trusted a trainee, and yet, not entrust them with certain tasks, or vice versa, as in this example with supervision of an invasive procedure:
. . . with a lower-risk procedure I would just be more willing to let them try it. I'm not sure it necessarily has to do with trust per se. In the descriptions of supervisory moments, lack of trust had a tendency to be linked with trainees not recognising their limitations and led to an increased level of supervision (and less entrustment) even when the trainee was judged to be competent: I've worked with seniors who could be thought of from the programme point of view as being the top standing. . .they're the prize, and they know everything and dah, dah, dah. . .but [they] are the ones that worry me the most because of the not updating me, not informing me, not thinking that this is something that needs to be discussed. [. . .] So I find I'm doing lots more background work in those cases to try to make sure that I'm doing the best I can for my patients. Even though they're stellar and everyone thinks they're amazing, I find that I don't have trust. (S6) There was also a described experience in which the resident made a mistake, but the supervisor caught the discrepancy before it had any adverse effect; it led to increased supervision but trust remained intact because:
I know that they're not going to make stuff up. They're not making excuses. They're not going to lie about something that's been done. So I know I can still trust them. And I know that they're taking it away and they're learning about it. (S15) Entrustment and trust were more closely connected for hands-on supervisors who expressed personal responsibility for the functioning of the ward and partially relied on trainees to recognise their limitations, follow supervisor instructions and ask for help when entrusted with clinical tasks. Hands-off supervisors described entrustment in terms of a process of oversight activities that they used to monitor activities on the ward and alert them to when and how to intervene. Their supervisory behaviours (e.g. pre-rounding, rounding and communicating while off the ward) contributed to the safety net provided by the procedures on the ward, other professionals on the ward and the trainee team. Responsibility for patient care, patient safety and trainee learning was distributed throughout this network of people and procedures. They referred to overseeing a team that was learning within the ward and would need support or teaching in order to provide optimal patient care. Therefore, entrustment and trust were not featured as strongly in hands-off supervisory experiences.
Although the term 'trust' resonated with some supervisors, the word 'comfortable' was more commonly used when describing moments of entrustment. Participants made a direct connection between trust and comfort, as exemplified in this supervisor's definition of trust:
Well, trust is. . .I mean, it's hard to. . .trust is feeling comfortable in your surrogate's assessment and interventions and recognising that if there was a problem with decision making, critical reasoning, or decision making about diagnostics or therapeutics, that that person would involve you in the solution. (S21) The term 'comfortable' was spontaneously used by the majority of participants to describe a feeling the supervisor had while working with a trainee, to gauge how much supervision to provide in the short term and in the long term, and in reference to inferring how competent the trainee was with the tasks. The term 'comfortable' was also used to describe entrustment decision making: 
Supervisors' roles and behaviours
Both hands-on and hands-off supervision involved the same supervisory roles and behaviours. Participants described being a supervisor as managing multiple roles, including those of a health care provider, teacher, co-worker and assessor. As such, supervision encompassed more than deciding when and how to entrust trainees with clinical tasks. When asked to describe recent examples of providing supervision, few of the experiences referred to direct observations of a trainee providing patient care. Furthermore, trainees were only given an illusion of independence and were never fully entrusted with tasks because they were never independent practitioners functioning in a fully autonomous capacity on the ward. Instead, their activities were monitored and oversight was provided whether supervisors were present or not, through routine, backstage and responsive oversight. It is important to note that although the majority of described supervisory behaviours did not involve directly observing the trainee interacting with a patient, the Both hands-on and hands-off styles included direct observation and behind-the-scenes supervisory activities to monitor for discrepancies that could trigger responsive oversight. Discrepancies included: omitted, incorrect, vague or incongruent findings; a summary of the patient that did not make sense; uncompleted tasks or tasks completed differently than agreed upon, and plans that would unnecessarily increase the patient's length of stay or use of resources. Once discrepancies had been discovered, the level of supervision was increased by those using hands-on as well as hands-off styles.
DISCUSSION
On clinical teaching inpatient wards, supervisors can have reputations for using hands-on or handsoff styles. Although many supervisors identified with a particular style and could classify others based on a typical style, it is clear from the experiences they described that supervisors dynamically shift from more hands-on to more hands-off and back again, as needed. Furthermore, it is difficult to differentiate the two styles based on their behaviours because of substantial overlap. Both styles provided direct patient care and could prioritise either patient care or teaching and learning. Both styles used direct observation as well as routine, responsive and backstage oversight activities. Both styles monitored activities on the ward and intervened when needed. There were striking similarities between the two supposedly opposite approaches.
We propose that the main differentiating factor between hands-on and hands-off supervision is the perception of where responsibility for the ward resides. There was a strong connection between using a more hands-on approach and expressing a sense of ultimate personal responsibility for the activities on the ward. By comparison, there was a sense that responsibilities for the activities on the ward were distributed among other people when using a more hands-off approach. The specifics of the situation could influence perceptions of responsibility and shift the approach, which is consistent with the complexity represented in other models of supervision. [14] [15] [16] For example, having a junior attending physician on the team could enable (or force) a partial shift in responsibility to him or her and invoke a more hands-off style. When it was early in the academic year and the team was inexperienced in their new roles, responsibility shifted to the supervisor and demanded a more hands-on approach. The adjustment of style to suit the context suggests that supervision is better thought of as a spectrum of possible approaches from very hands-on to very hands-off, rather than as consistently one or the other. By identifying perceived responsibility as an underlying tension, the variability in supervision becomes more understandable and predictable.
In addition to the tension between perceived responsibilities for the ward, supervisors also contended with the competing roles of clinical teacher and patient care provider. Many others have previously identified this tension 16, 22, 30, 31 and our participants described it as something to balance, alternate between or choose between. Supervisors preferring a hands-on approach tended to describe teaching and learning as having the potential to interfere with patient care and safety. Therefore, they needed to make decisions about when it was appropriate to have a teaching moment or learning opportunity. Supervisors preferring a hands-off approach tended to view the inpatient medical ward as the learning experience. Their role as a supervisor could improve patient care by providing teaching to the trainees or by supplementing the care provided by trainees.
The approaches to supervision model
Because of these competing tensions, a dichotomisation of typical supervision styles into hands-on and hands-off did not adequately capture the adaptations supervisors made to their supervision behaviours in response to changes in the context. We have outlined a model that goes beyond hands-on and hands-off and begins to explain variability in entrustment and supervision (Fig. 1) . If we imagine the range of personal to shared responsibility for the ward as a spectrum along the horizontal axis on a graph in which the vertical axis represents the shift in focus from primarily on patient care to primarily on clinical teaching, then we can see how their interaction outlines four approaches to supervision. The labels Figure 1 The approaches to clinical supervision model for the approaches combine the language used by participants and terminology chosen to best capture the essence of their described experiences.
HANDS-OFF HANDS-ON
The left-hand side of Fig. 1 contains the two hands-on approaches to supervision: 'micromanaging ' delivery of care and 'scaffolding experiences' learning guidance. When a supervisor expresses personal responsibility for the activities on the ward and is focused primarily on patient care, the priority will be patient safety. The 'micromanaging' delivery of care approach aligns with highly involved supervision behaviours, lower levels of entrustment and less focus on teaching. When a supervisor assumes personal responsibility for the ward and is focused on clinical teaching, the learner's welfare is prioritised. The 'scaffolding experiences' learning guidance approach aligns with highly involved supervision activities, a strong focus on teaching and lower levels of entrustment.
The right-hand side of Fig. 1 depicts two hands-off approaches to supervision: 'pearls of wisdom' clinical guidance and 'divide and conquer' delivery of care. When a supervisor shares responsibility for the ward with others in the system and is focused on providing clinical teaching then learner autonomy is prioritised. The 'pearls of wisdom' clinical guidance approach provides a rationale for hands-off supervisors diligently monitoring, primarily behind the scenes, in order to intervene with teaching to improve patient outcomes while providing a high level of entrustment. When a supervisor shares responsibility for the ward with others and is focused on patient care, ward efficiency can be prioritised. The 'divide and conquer ' delivery of care approach provides an understanding for hands-off supervisors delivering direct patient care while allowing the team of trainees to care for a select subset of patients unobserved. It aligns with a high level of entrustment, focus on direct patient care and less emphasis on teaching.
Previous studies of variability in supervision have categorised supervisors into distinct and relatively stable styles 16, 22 or differentiated their styles based on relatively stable characteristics. 18 However, supervision, entrustment and trust are complex social activities that have multiple influences and dynamically change with the context. 14, 15 Our introduction of the approaches to supervision model extends and further conceptualises variability in supervision by illustrating how the interaction of changing tensions affects priorities and level of entrustment and can consequently shift supervisors away from their preferred style. It provides further understanding of hands-off, high-entrustment supervision as something distinct from minimally involved supervision styles.
18,22

Implications for clinical supervisors
The model could be further refined by adding additional tensions as axes and conceptualising what would be prioritised when those foci interacted. In its current simplest form, it may be helpful in stimulating discussions with supervisors about their assumptions, foci and priorities when overseeing trainees. It suggests that supervisors may feel more uncomfortable as they move further from their preferred focus because of changes in perceived responsibility or priorities. The model may normalise and provide language for the modification of supervisory activities in response to contextual changes that may assist with mentoring residents as they take on supervisory roles. It may encourage supervisors to reflect on their choices for clinical oversight activities and to discuss those choices with colleagues.
Implications for assessment
As some national medical education organisations embark on implementing competency-based assessment on a large scale, our findings highlight challenges that will be faced in adapting entrustability assessments in medical specialties with an inpatient focus. Workplace-based assessment forms are being implemented with varying language used for the entrustability scales 1,2,6,32,33 and our findings suggest that careful use of language may be needed. Supervisors did not use the terms 'trust' and 'entrust' interchangeably, suggesting that how they are asked to document entrustment decisions may affect which aspect of supervision is documented. The language of 'comfort' aligning with entrustment (used by our participants) has been reported previously, 14, 18 but to our knowledge has not been incorporated into assessment language or entrustability scales. In addition, the granting of complete entrustment (or full independence) to trainees at or above the level of a resident in the third year of a 4-5-year programme is not a typical behaviour in our inpatient, internal medicine context. Entrustment scales that are anchored on full independence (e.g. 'resident trusted to perform independently' 34 ) may not align well with the illusion of independence created on inpatient wards. Although the data collection does not allow for a direct examination, we hypothesise that there is an important difference between the supervisory approaches. We suspect that the entrustment decision made prior to the detection of a discrepancy will differ depending on whether patient safety, ward efficiency, learner welfare or learner autonomy is being prioritised. If the goal of the assessment is to differentiate trainees based on the extent that they have been entrusted, then we need to accommodate the possibility of entrustment being enacted differently across assessment moments, such that a given level of supervision could mean different things. Further research is needed to determine if there is sufficient association between the level of supervision provided, the entrustment decision made and the supervisor's level of trust in a trainee to determine if any are a reasonable proxy measurement of the trainee's competence.
Direct observation has been well used for workplace-based assessment; 20,21 however, supervisors described non-direct observation activities associated with backstage oversight 10 as important for inpatient ward supervision. Backstage oversight is not predicated on inferring what trainees are doing; it involves reviewing documentation in patient charts, keeping up to date with incoming information in electronic health records and communications, examining patients without the trainee present, and discussing patient information with the trainee away from the patient. These are activities that could be better used for assessment purposes.
Supervisors used the same monitoring behaviours to detect the same discrepancies regardless of their current supervision style or approach. Once a discrepancy was detected, all supervisors increased the level of supervision (i.e. responsive oversight). If the goal of assessment is to track the activities of trainees and identify trainees who need more support, then noting when a change in supervision was made may be more informative than documenting an absolute level of entrustment. The goal would be to anchor the assessment documentation on the recognised complexity of entrustment decisions rather than on a level of clinical oversight devoid of context.
Limitations and strengths
Although we did elicit supervisors' experiences during supervision of trainees, their experiences were described retrospectively after the event as opposed to being gathered in the field. This raises the possibility that the descriptions of the experiences are reframed by analysis and are a step away from the actual enactment. We explored the perspectives of supervisors and future studies could be strengthened by concurrently eliciting residents' perspectives of the same supervisory experience. Our study is based in the inpatient, internal medicine context and may not be transferable to other contexts. That said, this concern regarding the transferability of the findings highlights that it may be important to identify any uniqueness in entrustment within specialties.
Our study has a number of strengths, including broad and purposive sampling across a variety of clinical supervision settings (large and small clinical teaching units and one-to-one supervision) and supervisors (range of age and experience, purposely seeking out differing styles by reputation). We encouraged supervisors to describe actual supervisory decisions, in an attempt to get closer to the act of supervision. Our research team included clinical educators and an education scientist, which allowed for theoretical triangulation based on the different lens of each investigator.
In conclusion, we can better understand variations in supervisory styles by conceptualising the approach taken in a particular context as the result of an interaction between the focus on patient care and clinical teaching obligations on the medical inpatient ward and a shift in responsibility between assuming personal responsibility for the ward and sharing the responsibility with others. More research is needed to inform the appropriate use of the level of supervision provided, the entrustment decision and the supervisor's trust in a trainee as proxies of competence.
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